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Objective. Pregnant women are especially vulnerable to adverse outcomes related to HIV infection and gender-based violence
(GBV). We aimed at developing a program for prevention and mitigation of the effects of GBV among pregnant women at an
antenatal clinic in rural Kenya.Methods. Based on formative research with pregnant women, male partners, and service providers,
we developed a GBV program including comprehensive clinic training, risk assessments in the clinic, referrals supported by
community volunteers, and community mobilization. To evaluate the program, we analyzed data from risk assessment forms and
conducted focus groups (𝑛 = 2 groups) and in-depth interviews (𝑛 = 25) with healthcare workers and community members.
Results. A total of 134 pregnant women were assessed during a 5-month period: 49 (37%) reported violence and of those 53%
accepted referrals to local support resources. Qualitative findings suggested that the program was acceptable and feasible, as it
aided pregnant women in accessing GBV services and raised awareness of GBV. Community collaboration was crucial in this low-
resource setting. Conclusion. Integrating GBV programs into rural antenatal clinics has potential to contribute to both primary and
secondary GBV prevention. Following further evaluation, this model may be deemed applicable for rural communities in Kenya
and elsewhere in East Africa.

1. Introduction

Gender-based violence (GBV) is a major source of pre-
ventable mortality and morbidity for women globally [1–3].
In Kenya, 47% of ever-married women report having ever
experienced emotional, physical, and/or sexual violence from
their spouse—among the highest rates in the world [4, 5].
Violence towards pregnant women in Kenya is estimated to
be 13.5% [6], a higher prevalence than many conditions rou-
tinely screened for during pregnancy [7]. Global research
suggests that when pregnant women experience GBV, there is
a higher likelihood of miscarriage [3, 8], premature labor [9],
lowbirthweight [8, 10, 11], and infant death [12].Demographic

Health Survey data from Kenya suggests that experiencing
lifetime GBV is associated with child stunting and under-2
mortality [12].

GBV is also a driver of the global HIV epidemic, particu-
larly in sub-Saharan Africa where women are disproportion-
ately at risk of both GBV and HIV infection. GBV increases
risk of HIV acquisition [13, 14], and HIV-positive women
are more likely to experience GBV than their HIV-negative
counterparts [15]. Pregnant women are especially vulnerable
to the intersecting risks and adverse outcomes related to HIV
infection and GBV. There is evidence that pregnant women
have a higher risk of HIV acquisition and transmission than
other women [16, 17].
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In addition to direct effects of GBV onmaternal and child
health, GBV may indirectly worsen health by reducing preg-
nant women’s uptake of essential maternity andHIV services.
In Kenya, women who anticipated partner stigma or violence
were more than two times more likely to refuse HIV testing
during antenatal care [18]. HIV-positive women who fear
violence or a relationship breakup are less likely to enroll in
HIV care [19] andmay choose not to deliver at health facilities
for fear of violence triggered by HIV testing or unwanted
disclosure [20, 21]. A pregnant woman is often the first family
member to be tested for HIV due to her contact with health
services, putting her at disproportionate risk of suffering
from HIV-related stigma and discrimination, in some cases
leading to violence [22]. We have found that important
triggers of GBV experienced by pregnant women in rural
Kenya are testing for HIV without the husband’s permission
and disclosure of HIV-positive status during pregnancy [23].

Despite growing recognition of the urgent need for
primary and secondary prevention of GBV, there are few
best practices for integrating GBV services into primary
healthcare settings in low- andmiddle-income countries [24].
Of the existing healthcare interventions for GBV identified
in recent systematic reviews, none are located in sub-Saharan
Africa [25, 26]. The knowledge base is especially limited for
rural settings, as existing GBV services are generally urban
and hospital-based [24, 27, 28].

There is an urgent need to integrate GBV programs into
health services in rural areas and to link them with existing
community structures and support services [24, 29]. In
“systems-level integration,” basic services, such as screening
and medical care, are delivered at one facility, with external
referrals to other facilities for specialized services [24]. Our
team developed and piloted such a systems-level integrated
program at the primary-care level. The integrated program
aimed at (a) offering risk assessment, medical care, and sup-
ported referrals for pregnant women experiencing violence
at the clinic-level (secondary prevention) and (b) influencing
social norms at the community level to prevent GBV (pri-
mary prevention). Findings from the formative research con-
ducted to inform creation of the program are presented else-
where [23]. Here, we describe the integrated GBV program
conducted at a rural primary-care facility inNyanza Province,
Kenya, and present data for evaluation of the program.

2. Methods

2.1. Setting. Kenya is one of the sub-Saharan African coun-
tries greatly affected byHIV andAIDS [30]. Nyanza Province
has the highest HIV prevalence in Kenya, with 15% of persons
15–49 years of age testing HIV positive [31]. It also has
the highest reported prevalence of physical violence against
women in the nation, with 57% of women in Nyanza aged
15–49 reporting having ever experienced physical violence
since age 15, and 36% of these women reporting physical vio-
lence in the past 12 months [4]. Sixty percent of ever-married
women aged 15–49 inNyanza report ever having experienced
emotional, physical, or sexual violence committed by their

husband partner (39% reported emotional, 51% physical, and
22% sexual) [32]. This study was conducted in collaboration
with Family AIDS Care and Education Services (FACES), a
PEPFAR-funded program that supports over 100 government
health facilities in Nyanza Province in HIV prevention, care,
and treatment efforts. The program was carried out at a gov-
ernment primary healthcare clinic, which provided all stand-
ard primary healthcare services (including antenatal care) as
well as HIV care and treatment.

2.2. ProgramApproach. We followed the six-step process rec-
ommended by the WHO for implementing intimate partner
violence (IPV) and sexual violence prevention programs [29].
As illustrated in Table 1, we first conducted formative quali-
tative research, including focus groups with pregnant women
and male partners and in-depth interviews with a range of
service providers, to learn about pregnant women’s expe-
riences of GBV in this rural Kenyan setting [23]. We then
convened key stakeholders (representatives from the Min-
istry of Health, Ministry of Gender and Social Services, non-
governmental organizations (NGOs), faith-based organiza-
tions (FBOs), FACES, the police, the judiciary, political lead-
ers, and local community leaders) to review existing models
and obtain guidance for developing a GBV program for the
rural primary healthcare setting. The insights gained from
stakeholders were then used to adapt several existing GBV
curricula [33–36] and create a cohesive program package that
included (1) building the capacity of health workers, (2) bol-
stering multisectoral linkages, and (3) enhancing community
GBV awareness, with a special focus on reaching men.

We conducted a pilot of the program in one community
in rural Nyanza Province, during the period November
2010–February 2011. The pilot program was carried out in
four phases (see Figure 1) and included both clinic- and
community-based activities. No GBV screening or referrals
were being conducted at the facility prior to the initiation of
this program.

In Phase 1, we built the skills of local community partners
(administrative, religious, social, and traditional leaders) to
respond to GBV. In a two-day workshop, local partners
learned about GBV and effects on health, mapped out their
neighborhood, discussed existing (often informal) services
that could be supportive of GBV victims, and established a
local referral tree.

In Phase 2, we trained all clinic staff (including adminis-
trative staff, community volunteers, and lay health workers)
through a 40-hour training program. Topics covered in the
training included gender and human rights, GBV sensiti-
zation, links between GBV and HIV, HIV-related stigma,
role of the health sector, privacy and confidentiality, IPV
screening tools and techniques, sexual violence and postrape
care, supported referral protocols, provider safety and self-
care, and communication skills. Two new program tools
were developed to facilitate links between the clinic and
community. The first was a “risk assessment form,” based on
formative research and existing GBV screening tools from
South Africa and the United States [37–39]. This form was
used to collect data on GBV cases and referrals and served
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Table 1: Approach for implementing an integrated community-supported clinic-based GBV program.

Implementation steps∗ Methods Key findings

(I) Establish relationships
with key partners

Conducted initial discussions with key
stakeholders

Local Ministry of Health and FACES leadership were
interested in developing methods to address GBV within
health services

(II) Define the nature of the
problem

(i) FGDs† with pregnant women (𝑛 = 4
groups) and male partners or relatives of
pregnant women (𝑛 = 4 groups)

(a) Specific types of GBV commonly experienced by women
in this setting: beating, forced sex, verbal abuse, denial of
reproductive choice, neglect, and being kicked out of their
homes
(b) Triggers for GBV include woman making decisions (e.g.,
HIV testing) without partner consent, woman failing to
perform household duties, man for misallocating money,
woman disclosing HIV status, either partner using alcohol,
and either partner is suspected of infidelity

(ii) IDIs† (𝑛 = 20) with Ministry of Health,
Ministry of Gender and Social Services,
NGOs, FBOs, health service providers,
police, judiciary, and community leaders

(c) Help-seeking behaviors: women were often reluctant to
press formal charges, and in many cases preferred to use
more informal community and family mechanisms.
(d) Local resources do exist for GBV, but those that do exist
tend to be weak or inefficient and lack linkages to one another
(e) Primary healthcare workers are trusted service providers,
already being accessed by pregnant women in rural areas,
and are a potential resource for primary and secondary
prevention of GBV.

(III) Identify potentially
effective programs

Convened stakeholders to review existing
GBV curricula

Relevant portions of GBV curricula for health workers from
Kenya, India, South Africa, and Latin America were
identified.

(IV) Develop policies and
strategies

Designed locally relevant program using
formative research and stakeholder input

Components of an effective program, as defined by
stakeholders, were as follows:
(a) building capacity of health workers,
(b) bolstering multisectoral linkages,
(c) enhancing community sensitization and awareness (with
a special focus on reaching men)

(V) Create an action plan Established program model (See Figure 1)

(VI) Evaluate learning
Conducted a mixed-method evaluation
using focus groups (𝑛 = 2 groups) and clinic
data on screening and referral

(See Section 3)

∗Adapted from the WHO [29].
†FGDs: focus group discussions; IDIs: in-depth interviews; NGOs: nongovernmental organizations; FBOs: faith-based organizations.

as a guide for healthcare providers on appropriate counseling
and referral strategies. The second tool was a specialized
“referral tree” containing guidance and contact information
for community partners and local resources. Community-
based activities during this phase included organization of a
local baraza (communitymeeting held by a local chief) where
anti-GBVmessages adapted from the Raising Voices curricu-
lum [40] were communicated through posters, speeches, and
skits by community groups.

In Phase 3, the clinic staff began to screen all pregnant
women visiting the antenatal care clinic, where women are
also tested for HIV and received prevention of mother-to-
child transmission (PMTCT) interventions. In lieu of provid-
ing all necessary GBV services in the clinic, community vol-
unteers were trained to offer “supported referrals” to services
that already existed in the province. Supported referrals are
distinct from ordinary referrals because community volun-
teers offer concrete assistance for reaching referral services

in the community or the nearest town, including provision
of transport costs, personally escorting women to services,
telephoning ahead and offering emotional support. Existing
resource persons included medical professionals trained in
GBV, community elders, chiefs, counselors, church leaders,
police, and a probono lawyer. The community volunteers,
called Community Referral Persons (CRPs, 2 women and
3 men), assisted with phoning ahead, escorting women to
services, and facilitating reimbursement for transport fare
(often a key barrier to accessing support in rural areas).
Limited funds were available to support transport costs for
clients and CRPs to reach referral agencies in the nearest
town, cell phone costs for health workers, and CRPs to
communicate with each other and referral agencies and for
biweekly meetings of the CRPs led by FACES Coordinators.
Throughout this phase, community mobilization events in
different parts of the clinic catchment area were conducted
by members of the FACES team and the CRPs.
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Figure 1: GBV program components.

During Phase 4, we conducted an evaluation of the pilot
programby examining risk assessment forms and conducting
focus groups and in-depth interviews with community and
clinic participants. Evaluation methods and findings are
described in detail below.

2.3. EvaluationMethods. Due to limited resources and ethical
considerations, we conducted a small-scale mixed methods
evaluation using anonymous screening from data and qual-
itative research methods. Although we collected significant
data from pregnant women at baseline to inform the design
of the program [23], we were not able to trace women who
reported violence to collect quantitative data on the outcomes
of GBV referrals. In order to avoid putting women at any
additional risk due to research procedures [41], we chose to

collect stories of the women assisted during confidential in-
depth interviews with the community referral persons and
other service providers.

Quantitative. GBV risk assessment questions routinely asked
of antenatal clients during the pilot included the following.
(1) If you told your partner that you came here for health
services today, would s/he react angrily or negatively? (2)
Has your partner or another person close to you: (a) Pushed,
grabbed, slapped, choked hit or kicked you? (b) Threatened to
hurt you, your children or someone close to you? (c) Taken away
money/resources that you/your children need to survive? (d)
Sent you back to your maternal home, (e) Forced you to have
sex when you did not want to? (3) Has your partner tried to
get you pregnant when you did not want to be? (4) If you
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wanted to use a condom or another family planning method,
would you be afraid to ask your partner? (5) Are you worried
your partner (or another person close to you) will be angry
and/or hurt you if s/he finds out you were tested for HIV?
(6) Do you feel unsafe returning to your home today? Clients
answering “Yes” to any of these questions were considered
to be at risk of or experiencing GBV. These anonymous risk
assessment forms were completed by the health providers
(clinical officers and nurses, both male and female) during
antenatal visits at the clinic. The healthcare providers read
the questions to the women (in her preferred language)
and women orally provided answers that were recorded on
the form. Risk assessments took place in a private room
in the antenatal clinic, and no other staff or patients were
present. Data from these forms (𝑛 = 134) were examined
and simple descriptive statistics were conducted to identify
monthly numbers and trends in screening, cases identified,
and referral after the initiation of the program activities.

Qualitative. Focus groups with clinic staff and community
members were conducted after the program had been active
for two months. Participants (2 groups; 𝑛 = 17 participants,
both genders) were purposively selected from those who
participated in or were affected by the GBV program and
included health workers from the clinic, the CRPs, FACES
Coordinators, local administrators, church and community
leaders, elders, and local nongovernmental organization
representatives. Each focus group included a mixture of
participants from these target groups.The groups were led by
an experienced qualitative researcher in Dholuo or English
language (both languages are widely spoken in the district)
using a moderator’s guide and were audio-recorded after
obtaining permission from the participants. Topics included
feedback on the overall GBV program approach, the training
received, the process of supported referrals; the impact of
the program on the clinic, clients, and community; and
suggestions for improvement.

In addition, 5-6 months after the program activities
were initiated, we conducted a series of in-depth interviews
with key informants (6 women and 19 men) who had been
involved in the program. Types of informants included health
workers at the clinic (𝑛 = 5); Ministry of Health, police, and
other community, district, and service leaders (𝑛 = 10); CRPs
(𝑛 = 5); and FACES staff (𝑛 = 5). These interviews were con-
ducted in English by an experienced qualitative researcher
using an in-depth interview guide developed by the research
team and were audio-recorded after obtaining permission
from the participants. Topics in the interview guide included
the participant’s role in the community and their overall
impression of and role in the program; experiences with GBV
risk assessment and the referral process; views on addressing
GBV in the community; and facilitators and barriers to
program success.

Audio files were transcribed in the original language
(Dholuo or English) and then translated to English if neces-
sary by experienced translators based in Kenya. The English
transcripts were coded by two researchers in QSR NVivo 9,
using a thematic approach to data analysis [42]. An initial
coding framework was developed based on several sources:

the research questions, data collection themes, and the
current literature. Following the development of this initial
framework, two authors coded all transcripts according to
the identified “broad codes,” which represent wide thematic
baskets of ideas [43]. Next, the research team held a series
of phone meetings to jointly develop “fine codes” using a
grounded theory approach [44]. Two authors then applied
the final list of “fine codes” to two separate QSR NVivo
databases. A preliminary research report was created by
printing out excerpts related to each code, reviewing the text
for any divergence of opinion and summarizing the views of
participants alongside illustrative quotes.

Ethical Considerations. All participants were taken through
an informed consent process and provided verbal informed
consent to participate in the research. Ethical approval for
this study was obtained from the Kenya Medical Research
Institute (KEMRI), the University of California, San Fran-
cisco (UCSF), and the University of Alabama at Birming-
ham (UAB).

3. Results

3.1. Screening and Referrals. A total of 134 women were
screened in the ANC clinic during the months December
2010 from April 2011. Forty-nine women (37%) reported
some type of violence or risk of violence (physical, sexual,
and/or psychological). Of the 134 forms, 24 (18%) included
a report of physical violence (pushing, grabbing, slapping,
choking, hitting, and kicking), 23 (17%) sexual violence
(forcing sex), 26 (19%) psychological violence (threatening
own safety or children/persons close to you), and 15 (11%)
economic violence (forcing out of home or taking away
money/resources you or your children need to survive).

Of those reporting violence, 26 (53%) accepted referrals
to support resources in the province (not all women reporting
violence wanted to take any action). Support was provided
for these women to access these support resources including
referrals to community referral persons (23 women), police
in the nearest town (4 women) (for filing paper work—the
P3 form—tomake a formal complaint against the perpetrator
of the violence), local government administrators (3 women)
(to help with needs for shelter and food), nongovernmental
organizations working on women’s rights (2 women) (for
counseling), a probono lawyer (1 woman) (for those who
wanted to pursue legal action), and village elders (1 woman)
(for help with communication with the husband and family).

Examination of numbers of risk assessment forms,
including the two months after the initial pilot period ended
in February, indicated that the volume of screening in the
ANC clinic declined over time, although the number of ANC
visitors remained relatively stable (Figure 2). Characteristics
of the GBV cases described by the CRPs during in-depth
interviews are presented in Table 2.

3.2. Evaluation Focus Groups and In-Depth Interviews with
Healthcare Providers and Community Service Providers. The
major themes that emerged from the qualitative data analysis
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Figure 2: GBV screening by month, December 2010–April 2011.

included: changes in community GBV awareness, the role of
screening at the health facility in facilitating women’s access
toGBV services, the importance of community collaboration,
social risks in the community for persons working to prevent
and address GBV, and challenges to program success.

3.2.1. Theme 1: The Community Gained Awareness of GBV
Services and Consequences for Perpetrators. The participants
felt that the GBV program had begun to make a difference
in the community. Victims of violence had become aware
that there was a way to get help, and perpetrators of vio-
lence were learning that there were consequences of partner
violence. Several interviews and focus group discussions
highlighted the benefit of simply knowing where to receive
GBV-related services:

At least they know there are people somewhere
who are out for women. At least there is some-
where where women can file their cases when they
are battered, so at least there is a change, they are
getting to know that they should do the right thing
at the right time, it is not like those days when they
use to beat us. (Focus Group #2, Respondent #4)

One participant explained that the program raised awareness
of the consequences of perpetrating violence, creating a dis-
incentive formen to use physical GBV towards their partners:

It’s not the same, because now men fear beating
women or doing such violence because they know
they may be arrested or there may be steps taken
for them if they do that. (In-Depth Interview
participant #11)

Table 2: GBV cases handled by community referral persons (𝑛 =
33).

Characteristic Number of cases
Gender

Female 30
Male 3

Who referred to CRP
Clinic 10
Local administrator 8
Village elders 2
Client came directly to CRP 13

Type(s) of violence
Physical only 12
Sexual only 6
Emotional only 1
Economic only 6
Physical and emotional 1
Physical and economic 5
Physical and sexual 1

Supported referral made to
District hospital 3
Counselor at women’s NGO 9
Probono lawyer 3
Local clinic 6
Local administrator 5
Police 1
Pastor 2

3.2.2. Theme 2: Screening for GBV at the Health Facility Opens
the Door to Accessing Services. Participants saw benefits to
screening at the health facility in rural areas, as women com-
monly access health clinics butmay be less familiar with other
available services for GBV. In several focus group discussions,
participants explained that GBV screening offered a crucial
first step for assisting women with violence:

This program can be so nice such that at every
health facility, any woman walking there can
be able to be screened and then any gender-
based violence can be identified and then they
can be helped. . . And that can only be generated
from the screening and when the screening is
not done at that [health] facility level, then you
cannot get the other proceedings. (Focus Group #1,
Respondent # 5)

3.2.3. Theme 3: Community Collaboration Can Help GBV
Victims in Low-Resource Settings. The involvement of com-
munity partners in the GBV program resulted in the ability to
find local solutions to help victims, even in this rural setting
where there is no battered woman’s shelter and limited formal
resources forGBV.One participant in a focus group explained
how they leveraged space in the chief ’s home as a way to
provide a woman safety while she decided on her next move:
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Weaccommodated the lady I think for two to three
days in the chief ’s home. He is a simple man, so
that is where she stayed, she took a bath she was
feeling good. . .Thesame lady came back tome and
then I found for her shelter with a neighbor, . . .
so I went and talked to that lady and she stayed
with her for three days. (Focus Group #1, Respon-
dent #9)

3.2.4.Theme 4:ThoseWorking to Prevent GBVMay FaceNega-
tive Community Judgment. Although the health workers and
CRPs felt empowered by the training and felt they were doing
good in the community, some found the work challenging
and were criticized by other community members (especially
men) because of their new role:

So when somebody is saying that women are
not supposed to be beaten, that. . . they should
go to somebody and take some action, in the
community it is like that person is acting against
the will of the community. To the men it is like he
is an outcast in the community, an outlaw who is
not supposed to be there. . . . In social places you
will hear them saying that he is not a good person
because if he is preaching to our ladies and women
to take action against us, then it is like he wants to
bring a revolution, women are going to overpower
us and then we are going to be voiceless. (Focus
Group #1, Respondent #8)

In order to carry out this work more effectively, most
participants stressed the need for repeated refresher trainings
and sensitization for service providers and local partners
(including local administration and police) as well as addi-
tional counseling skills for CRPs and health workers.

3.2.5. Theme 5: Despite the Gains, Structural Challenges
Remain. Despite their successes, the participants discussed
many continuing challenges to addressing GBV in their
community. They explained that socioeconomically disem-
powered women were reluctant to press charges against a
violent husband for fear of “breaking the family” and subse-
quently being left without a home or resources. Some service
providers mentioned that they, as well as the women, often
preferred to “solve things at home” instead of seeking outside
help. Extended familymembers and village elders (those who
had not participated in the local partners meeting) in some
cases supported the violent man over the woman. Several
participants explained that criminal and legal procedures for
reporting GBV cases could not be completed locally but had
to be carried out in the nearest town, resulting in difficulties
in pressing charges and delays in action:

Sometimes you get a woman has been beaten by
her husband. And when she comes here to report,
she reports the matter. Then you start to give her
P3 [official violence reporting form]. When she
goes home, she’s threatened by the family of the
husband: “If you go ahead with that case, you are

not going to stay. You’ll not be here. We will chase
you away, if our brother is arrested. (In-Depth
Interview participant #20)

The forms of resistance to this type of program underscore
the need to include local partners and community-level
education in order to facilitate acceptance of a clinic-based
approach to GBV.

4. Discussion

The current study suggests that an integrated program in a
rural primary healthcare setting in Kenya is acceptable and
feasible to both healthcare providers and the surrounding
community. Initial assessment suggests that the program
has potential to contribute to both primary and secondary
prevention of GBV. The program addressed many of the
barriers that have been cited as inhibiting the health sector
response to GBV, including lack of provider knowledge,
insufficient staff training, few existing policies, poor manage-
ment support for GBV response, and a lack of coordination
between the health sector and other services [24, 45]. We
found that healthcare providers and community members
were motivated to address the issue of GBV and the program
was perceived as a positive contribution to their community.

The program harnessed an important “window of oppor-
tunity” among pregnant women attending a rural antenatal
clinic. Women in their reproductive years use medical ser-
vices more frequently than at any other time [7]. This places
healthcare providers in a position to build on-going relation-
shipswith pregnantwomen, a prerequisite for identifying and
supporting women experiencing violence [46].

The 40-hour training program for all clinic staff and
the community volunteers seemed to provide the necessary
skills for this type of GBV risk assessment and referral work,
although periodic refresher trainings would be necessary to
address gaps in skills and maintain these tasks over time. As
has been found elsewhere [47], data from the risk assessment
forms and the focus groups indicated screening in the
ANC clinic declined over time after the training. The focus
group and in-depth interview findings indicate that clinicians
ultimately may have used more of a “case finding” approach,
assessing some clients and not others. Case finding, based on
the presentation of specific signs or symptoms of abuse, may
be preferable for resourced-constrained settings [48]. Larger
systems and structural factors, such as regulations requiring
forms for reporting violence (P3 form) to be obtained in the
nearest town, were difficult to tackle in this small local pilot.

We also found that community collaboration was crucial
to the success of the program in this low-resource setting
without any shelters or other formal resources for victims
of violence. It is recognized that effective GBV referral
services need to offer more support than simply handing
women a sheet of paper with a list of potential resources
[49]. The necessity of engaging the broader community in
GBV is increasingly recognized as an essential addition to
sub-Saharan African programming [40] and represents an
important adaptation from resource-rich settings, who have
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historically created clinic-only approaches to GBV during
pregnancy [50, 51].

Certainly this program did not address all the challenges
to primary and secondary prevention of GBV in this setting.
A preference among both service providers and clients to
“solve things at home” and use “familymediation” approaches
to help the couple to live peacefully may be problematic,
especially in severe situations when the woman’s life is in
danger [52]. This finding is consistent with global GBV
research showing that women often prefer informal, family-
basedmechanisms to formal, legal responses [53, 54]. Impor-
tantly, as program service providers began to see GBV as a
health issue within their scope of work, women also started
to change their expectations around the intractable nature
of GBV. This is consistent with other findings that shifting
service provider attitudes and perceptions are crucial for
altering women’s acceptance of GBV services [55].

Implementing this pilot GBV program using a six-step
process as recommended by the WHO [29] has important
strengths. Local stakeholders were involved in the process
from the beginning. The design and content of the pilot
program was based on formative research in communities
where the services were to be instituted and built on suc-
cessful models for training health workers in GBV that have
been used elsewhere [33, 36]. Training of the entire staff of
the health facility was important, especially for a resource-
constrained setting where patients often rely on nonclinician
staff for advice and assistance. Although clinicians conducted
the GBV screening, nonclinicians were involved in giving
information and support.The involvement of thewhole clinic
may also increase provider commitment and sustainability of
the program [56].

However, it should be noted that the pilot was conducted
in only one community/clinic, and some special features
of this setting may make the strategy less generalizable.
Although we built in program evaluation, using anonymous
risk assessment form data, focus groups, and in-depth inter-
views, we were not able to collect data directly from ANC
clients on their experiences with the screening and the GBV
program. Although we have clinic data on screening and
referrals and awealth of stories from the research participants
on the outcome of the GBV cases identified, we were not able
to follow women or collect any quantitative data on the out-
comes of GBV referrals. Some of these limitationswere due to
resource constraints, while others had to do with the highly
sensitive nature of this topic and the need to avoid putting
women at any additional risk due to research procedures [41].
In addition, we did not collect representative quantitative
data on the community response to the intervention. Future
studies should use ethical and sensitivemethods to determine
the effects of such GBV screening and referral programs on
both community attitudes and outcomes for women. Future
research can be guided by the cluster randomized trial design
that is currently being used to evaluate community response
to SASA!Program for preventing violence againstwomen and
HIV infection in Uganda [57]. Although the program was
clearly of low-cost, as it used existing staff and infrastructure
as well as volunteer work, we did not collect specific cost data
nor conduct cost or cost-effective analyses.

5. Conclusions

We integrated a GBV program into a rural antenatal clinic
that also provides HIV testing and PMTCT services with
the participation of the community and primary healthcare
workers. This program was found to be acceptable and feasi-
ble and has potential to contribute to primary and secondary
prevention of GBV. This model may be applicable to address
GBV in the multitude of rural communities in Kenya and
elsewhere in sub-Saharan Africa, where the majority of the
African population live [58]. If this strategy can be scaled up
to other primary healthcare clinics, it has potential to impact
on the intersecting epidemics of GBV and HIV.
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